A rare case of the coexistence of latent tuberculosis and necrotizing sarcoid granulomatosis with atypical presentation  by Hsiung, Te-Chih et al.
Journal of the Formosan Medical Association (2014) 113, 662e663Available online at www.sciencedirect.com
journal homepage: www.j fma-onl ine.comCORRESPONDENCE
A rare case of the coexistence of latent
tuberculosis and necrotizing sarcoid
granulomatosis with atypical presentationTe-Chih Hsiung a, Chih-Hsi Kuo a,b,*, Han-Pin Kuo b,**aDepartment of Thoracic Medicine, St. Paul’s Hospital, Taoyuan, Taiwan
bDepartment of Thoracic Medicine, Chang Gung Memorial Hospital, Taipei, Taiwan
Received 9 March 2012; received in revised form 15 May 2012; accepted 21 May 2012Nodular sarcoidosis comprises less than 5% of cases of
sarcoidosis and predominantly shows pulmonary infiltra-
tions. Necrotizing sarcoid granulomatosis (NSG) was first
described in 1973 by Liebow,1 and is best characterized as
a variant of nodular sarcoidosis.2 NSG has the unique
picture of infarction-like necrosis within granulomatous
lesions, thereby posing a challenge of differentiating it
from tuberculosis. Essentially, the diagnosis relies heavily
on exclusion of possible causes of granulomatous
inflammation.
A 35-year-old man with fever and night sweating pre-
sented a personal history of significant exposure to
pulmonary tuberculosis. His father, with whom he had close
contact, had been diagnosed with open tuberculosis 6
months before onset of his symptoms. The sputum acid-fast
stain and mycobacterial cultures for tuberculosis were both
negative; however, a tuberculin skin test with purified
protein derivative was positive by an increment of indura-
tion greater than 15 mm. Chest computed tomography (CT)Conflicts of interest: The authors have no conflicts of interest
relevant to this article.
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http://dx.doi.org/10.1016/j.jfma.2012.05.015scan demonstrated a 3  4 cm left paratracheal lymph-
adenopathy (Fig. 1A). The histopathology obtained by
endobronchial ultrasound guided transbronchial needle
aspiration showed granulomatous inflammation with focal
necrosis (Fig. 1B). A microbiology study of the sample came
back negative for tuberculosis and fungi.
The patient was given anti-tuberculosis treatment with
the diagnosis of tuberculosis lymphadenitis. However, the
anti-tuberculosis treatment did not seem to work as ex-
pected, as he experienced an exacerbation of his cough
and malaise after 2 months. A follow-up chest CT scan
revealed progression of the mediastinal lesions and newly
developed pulmonary infiltration in the left upper lung
(Fig. 1C). A transbronchial biopsy, bronchoalveolar lavage,
and microbiology studies were all performed for the new
lesions. The microbiology tests were negative for all kinds
of pathogens, and the biopsy of the lesion again showed
granulomatous inflammation with focal necrosis and peri-
vascular involvement (Fig. 1D). The lymphocyte ratio had
increased (30%) in the bronchoalveolar lavage fluid, and
the CD4/CD8 ratio had increased eight times. The white
blood cell count did not reveal eosinophilia, and a serum
test for anti-neutrophil cytoplasmic antibody was essen-
tially negative. A diagnosis of necrotizing subtype
sarcoidosis associated with latent tuberculosis was
made. The patient was given oral prednisolone treatment
(1 mg/kg) concomitantly with anti-tuberculosis treatment,
which was followed by clinical and radiological improve-
ment within 1 month.& Formosan Medical Association. All rights reserved.
Figure 1 (A) Chest CT scan showing a paratracheal lymphadenopathy measuring 3  4 cm. (B) Extensive necrosis (arrow) is
surrounded by granulomatous inflammation as shown by aggregates of epithelioid histiocytes and multinucleated giant cells (H&E
stain, 200). (C) Chest CT scan showing progression of mediastinal lesions and newly developed pulmonary lesions in the left upper
lung. (D) Granulomatous inflammation involved lung parenchyma near a vessel (v), and focal necrosis (arrows) was noted in the
center (H&E stain, 400).
Tuberculosis and sarcoidosis 663In contrast to pulmonary infiltrations being the domi-
nant picture of NSG, our case showed an unusual medi-
astinal lymphadenopathy as the primary site of
presentation. Additionally, the stepwise development of
pulmonary infiltration further demonstrated an instance
of disease course progression which has rarely been re-
ported. Whether the coexistence of tuberculosis with NSG
specifically resulted in this atypical presentation was
unclear. However, in this case, given tuberculosis trig-
gered the immune reaction which drives NSG; it might be
hardly suppressed simply by treating tuberculosis per se,
which has been reported in the coexistence of tuberculosis
and Wegener’s granulomatosis.3 Although tuberculosis has
been shown to be closely related to certain types of
vasculitis,4 their relationship remained elusive. The
quantitative measurement of interferon-gamma, which
indicates TB-driven immunological burden, could be
a feasible approach to the puzzle.5References
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